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Objectives: This article presents a taxonomy of the contributions of
library and information services (LIS) in hospitals and academic health
sciences centers. The taxonomy emerges from a study with three
objectives: to articulate the value of LIS for hospitals and academic
health sciences centers in terms of contributions to organizational
missions and goals, to identify measures and measurable surrogates
associated with each LIS contribution, and to document best practices
for communicating the value of LIS to institutional administrators.

Methods: The preliminary taxonomy of LIS contributions in hospitals
and academic health sciences centers is based on a review of the
literature, twelve semi-structured interviews with LIS directors and
institutional administrators, and a focus group of administrators from
five academic, teaching, and nonteaching hospitals.

Results: Derived from the balanced scorecard approach, the taxonomy
of LIS contributions is organized on the basis of five mission-level
concepts and fifteen organizational goals. LIS contributions are included
only if they have measurable surrogates.

Conclusions: The taxonomy of LIS contributions offers a framework for
the collection of both quantitative and qualitative data in support of
communicating the value of LIS in hospitals and academic health
sciences centers.

INTRODUCTION

Many hospitals and academic health sciences centers
have questioned their investment in library and infor-
mation services (LIS). In the early 1980s, a number of
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hospitals ended their support of LIS when the Health
Care Financing Administration (HCFA) terminated its
requirement that these services be available in hospi-
tals participating in Medicare and Medicaid. Today,
the need continues for LIS directors in hospitals and
academic health sciences centers to offer compelling
evidence of the value of their services. Confronted
with the possibility of reduced or eliminated funding,
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LIS directors seek to communicate effectively the con-
tributions of their units to the success of the larger
organizations.

Many LIS directors have relied on the requirement
for library and information services among the accred-
itation standards for health care and health profes-
sions education as evidence of the value of their ser-
vices. Yet, while many of these standards specify ac-
cess to information resources, not all specify the need
for the presence of LIS as a unit within the organiza-
tion. For example, the Joint Commission on Accredi-
tation of Healthcare Organizations includes informa-
tion management among it standards but does not
specify who should provide this service [1]. A number
of the Accreditation Council for Graduate Medical Ed-
ucation’s standards for residency programs specify the
need for access to a library collection and bibliograph-
ic databases but fail to mention services that should be
offered by librarians or other information professionals
[2]. It can be expected that external factors such as
HCFA’s requirements and accreditation standards will
continue to evolve in the direction of requiring access
to resources rather than specifying services offered by
librarians. Given this evolution, the value of LIS for an
organization must be communicated to institutional
administrators in terms of documented contributions
to organizational success rather than solely in terms of
compliance with external standards.

In recognition of the importance of effectively com-
municating the value of LIS, the Medical Library As-
sociation (MLA) has sponsored a study of the contri-
butions of these services in hospitals and academic
health sciences centers. Other initiatives have called for
the collection of data related to library services in
health care settings, primarily to support cross-insti-
tutional comparisons. Libraries in academic health sci-
ences centers have contributed operational data to the
Association of Academic Health Sciences Libraries
(AAHSL) annually since 1974 [3]. Among these data
are budget estimates and indicators of use, including
circulation counts. A related data collection effort is
currently planned for hospital libraries as part of a
benchmarking initiative.

While they are helpful for answering many ques-
tions, the quantitative measures used for institutional
comparisons are of limited utility for communicating
the value of LIS for an organization. Reflecting on the
limitations of the cross-institutional library statistics
maintained by AAHSL, Matheson and Grefsheim
note:

From our own study . . . it is evident that all we are able to
do now with the statistics is merely measure resource allo-
cations. What is needed is a means to evaluate the effective-
ness of that allocation by determining its worth and its im-
pact on users. Alternative approaches or other statistics
which can be used for evaluation must be found . . . . Until

either more meaningful, standardized data are collected or
some correlation between the statistics and library objectives
can be ascertained, it is our opinion that a valid analysis of
a library’s program can only come from a study of internal
criteria. Analyses must therefore be assessments of the va-
lidity of the goals and objectives the library as established
within its institutional and environmental framework. [4]

Comparing resource allocations and operational
data across libraries is useful in many respects. The
focus of the current study, however, is on collecting
the data necessary for communicating the value of LIS
toward the successful operations of a specific organi-
zation.

In this article, the researchers provide an overview
of the MLA-funded study and describe the develop-
ment of the taxonomy of the contributions of LIS for
hospitals and academic health sciences centers. Sepa-
rate publications will be devoted to the review of the
relevant literature and to the application of the tax-
onomy in specific settings. The paper on applying the
taxonomy will also describe the measures and mea-
surable surrogates that may be used as evidence of
each contribution.

BACKGROUND OF THE STUDY

In its request for proposals, MLA posed two questions
as objectives for the study: (1) What is the value of
using library and information services to the hospital
or academic health sciences center? and (2) What kinds
of information do institutional administrators recog-
nize as valid measures of the contributions that librar-
ians, through the provision of services, make to the
bottom line of the organization?

The study addresses these questions in five phases:
n Phase 1: literature review. The researchers began the
study with a review of the literature related to the val-
ue of LIS. This review included searches conducted in
the literatures of multiple disciplines, including busi-
ness and management (ABI/Inform), health services
research (HealthSTAR), health care (MEDLINE), and
library and information science (Library Literature and
LISA). The questions guiding the review were:
– How do administrators measure the performance of
units?
– How can the contributions of intangibles be mea-
sured?
– How can the contributions of library and information
services be measured?
n Phase 2: development of initial taxonomy. The re-
searchers developed an initial taxonomy of the contri-
butions of LIS in hospitals and academic health sci-
ences centers based on results of the literature review.
It should be noted that the term ‘‘taxonomy’’ is not
used in the traditional biological sense; that is, the
term is used to refer to a polyhierarchical classification
in which individual components may appear more
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than once. This understanding of the term has become
common in library and information science. Following
the literature review, the validity of the initial taxon-
omy was tested during two pretest interviews with
LIS directors and institutional administrators in a
community hospital and an academic health sciences
center. The pretest interviews provided insight into the
taxonomy as well as the interview process itself. The
taxonomy was modified and validated further based
on findings from the interviews and the focus group,
subsequent phases in the study.
n Phase 3: interviews. Twelve semi-structured inter-
views were conducted with LIS directors and institu-
tional administrators in three hospitals and three ac-
ademic health sciences centers. The goals of these in-
terviews were to modify and validate the taxonomy as
well as to collect data on best practices for communi-
cating the contributions of LIS. The three factors de-
termining the selection of interview sites were location,
institutional reputation, and institutional support of
LIS. Consideration of interview sites was limited to
those located in the mid-Atlantic region. Institutional
reputation was defined as appearance on the U.S. News
& World Report’s annual list of best hospitals [5] or the
HCIA-Sachs list of top 100 hospitals [6]. Institutional
support of LIS was defined as the library’s total budget
normalized by the number of beds in the affiliated
hospital.
n Phase 4: hospital administrators’ focus group. As in
the interview phase, the goals of the focus group of
hospital administrators were to modify and validate
the taxonomy of LIS contributions and to collect data
on preferences in methods of communicating the value
of LIS. Held in conjunction with the annual meeting
of the Maryland Hospital Association on June 8, 2001,
the focus group included five administrators from ac-
ademic (university-affiliated), teaching (not university-
affiliated), and nonteaching hospitals. While the inter-
views were with institutional administrators who su-
pervise LIS directors, the focus group provided the
opportunity to collect data from other institutional ad-
ministrators.
n Phase 5: questionnaires. The final phase of the study
will entail administering Web-based questionnaires to
LIS directors and institutional administrators with the
goal of collecting data about the validity of the contri-
butions of LIS specified in the taxonomy. The ques-
tionnaire will be administered to LIS directors at in-
stitutions in the United States belonging to the Asso-
ciation of American Medical Colleges, as well as LIS
directors identified from the membership of MLA’s
Hospital Libraries Section. Each LIS director will nom-
inate an institutional administrator for participation in
the questionnaire phase of the study. Questionnaire
respondents will rate their level of agreement about
each contribution, based on their understanding of
what constitutes an ideal library or information center.

Results of the study will shed light on possible differ-
ences in contributions by setting.

Small sample sizes and social desirability bias are
potential limitations of this study. The preliminary
taxonomy that has been developed on the basis of the
interview and focus group data will be validated with
a larger sample in the questionnaire phase of the
study. The possibility of a social desirability bias
among interview and focus group participants can be
tied to MLA’s sponsorship of the study and the re-
searchers’ affiliation with a library and information
science educational program.

DEVELOPMENT OF THE TAXONOMY

To develop the taxonomy of LIS contributions in hos-
pitals and academic health sciences centers, the re-
searchers first looked at approaches for identifying
and measuring value currently being used in various
organizational environments and described in the lit-
erature. Two basic models were identified: a business
model focused on quantifiable, firm-level performance
measures and a service model focused on qualitative,
user-centered measures. Each of these approaches has
strengths and limitations.

The traditional business model is based on quanti-
fying the benefit or impact of a product or unit on the
bottom line of the organization, either in terms of the
profit that it contributes or of the service it provides.
Two well-known financial concepts used to measure
value to an organization are return on investment
(ROI) and cost/benefit analysis [7]. Both techniques
rely on the ability to quantify the actual costs of the
product or unit being measured as well as the cost
savings or cost benefits that are produced. Problems
arise with both of these approaches when applied to
units providing intangible services. As in the case of
library and information services, isolating the contri-
bution or impact of the service provided in terms of a
specific outcome is often difficult, if not impossible [8].
It is also difficult, and very cumbersome, to identify
the costs of individual services, because often there is
no single, identifiable product associated with the
work performed by the library staff. In the absence of
a tangible product with a quantifiable return or ben-
efit, libraries and information centers typically rely on
anecdotal evidence of time or effort saved to demon-
strate their value to the organization [9]. Although
these savings may be very real, they are hard to quan-
tify in terms of a cost/benefit analysis.

On the other hand, the traditional LIS model has
frequently focused on measuring the value of LIS ser-
vices to individual users rather than on their impact
at an institutional level. These measures have been
based largely on individual users’ estimates, such as
the amount of time or money saved as a consequence
of using LIS [10, 11]. The validity of much of these
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data may be questioned, however, to the extent that
they are based on responses to hypothetical questions
such as, ‘‘How much time would you have spent?’’ or
‘‘How much money would you have paid?’’ Further,
individual perceptions or estimates do not necessarily
translate into measurable benefits to the bottom line
for an organization; that is, these measures are more
likely to reflect users’ beliefs or their personal satisfac-
tion rather than directly quantifiable benefits to the or-
ganization. This is more deeply complicated by the fact
that many sources or channels of information may be
used to address the same need, and isolating the spe-
cific contribution associated with LIS in such instances
is impossible. Attempts to measure the contributions
of LIS within this mix of channels have been made by
asking users to compare the information received from
the library or resource center with that received from
other channels [12]. Unfortunately, research has shown
that in many cases LIS may not be one of the most
frequently used channels for information, even when
LIS-derived information is of higher quality [13].

For the purpose of this study, the researchers iden-
tified institutional indicators of value that could be tied
to specific, measurable outcomes such as improved
clinical care. For each indicator of value, the research-
ers then focused on what contributions might be made
by LIS to the bottom line or success of the parent or-
ganization. The researchers used the concept of sup-
porting the organizational mission as the ultimate
measure of value. However, because this support was
not readily quantifiable, an intermediate step was tak-
en to identify a measure reflecting the level of contri-
bution. Unlike value, which is generally measured in
monetary terms, the level of contribution could be
measured by the percent of a population using a given
service, for example. That is, to the extent that LIS can
be shown to make a contribution to achieving any of
the organization’s mission-related goals, it is deemed
to be contributing to the bottom line, even if the spe-
cific benefit of the contribution cannot be isolated or
measured in monetary terms.

Using the concept of supporting the organizational
mission as the ultimate measure of value is based on
an approach to measuring organizational performance
called the ‘‘balanced scorecard’’ [14]. This approach
combines both quantitative and qualitative measures
to provide a ‘‘balanced’’ picture of an organization’s
performance. This approach to performance measure-
ment focuses on the following four mission-level per-
spectives.
n Financial perspective: Measures that reflect the fi-
nancial perspective of organizational performance in-
clude return on employed capital, profitability, and
shareholder value.
n Internal business perspective: When considering the
internal business perspective, administrators focus on
measures of the performance of internal operations

generally and core competencies specifically. Internal
business issues common in the corporate arena include
design productivity, manufacturing excellence, and
new product introduction.
n Customer perspective: How a company performs
from the perspective of its customers is a significant
priority for administrators. Issues related to the cus-
tomer’s perspective include time, quality, performance,
and cost.
n Learning and innovation perspective: An organiza-
tion’s ability to improve, learn, and innovate is tied di-
rectly to its long-term value. Measures that are typi-
cally applied to this perspective in the corporate sector
include a company’s ability to develop and introduce
new products rapidly as well as the percent of sales
tied to new products.

These perspectives form a framework for transform-
ing an organization’s mission and goals into a coherent
set of performance measures by focusing on factors
that are considered essential for the organization’s suc-
cess. This technique, based on identifying ‘‘critical suc-
cess factors,’’ has been used in a wide range of orga-
nizations. One of the strengths of this approach is that
it allows each organization to choose those factors that
are most relevant in its individual environment.

A primary reason the researchers selected the bal-
anced scorecard as an initial framework for the present
study was the inclusion of both quantitative and qual-
itative data as measures of performance. Initially, the
four balanced scorecard perspectives were used to or-
ganize the framework within which the researchers
sought to develop the taxonomy of LIS contributions
in hospitals and academic health sciences centers. The
financial perspective was equated with the adminis-
trative operations of the hospital or academic health
sciences center; the internal business perspective was
tied to clinical care objectives; the customer’s perspec-
tive was linked to the users of the hospital’s or aca-
demic health sciences center’s services, including both
patients and students; and the learning and innovation
perspective was used to represent the extent to which
the hospital or academic health sciences center adopts
new technologies and practices or pursues original re-
search.

The development of the taxonomy was iterative. Ini-
tially, contributions and indicators of value associated
with LIS identified from the literature were organized
into the four perspectives of the balanced scorecard
framework. Table 1 illustrates the relationship between
the LIS contributions identified in the literature and
the four perspectives of the balanced scorecard frame-
work. As can be seen in the table, the relationship be-
tween the contributions and the perspectives is one to
many; that is, several contributions can map to more
than one of the balanced scorecard perspectives.

Contributions were also identified from the pilot in-
terviews with LIS directors and institutional admin-
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Table 1
Correspondence between LIS contributions identified in the literature and the balanced scorecard perspectives

LIS contribution

Balanced scorecard perspectives

Financial
Internal

business Customer*

Learning
and

innovation

Save time [15–17]
Save money [18–20]
Avoid unnecessary tests [21–23]
Avoid hospital admissions [24–26]
Reduce length of hospital stay [27–29]
Improve management decisions [30]
Increase productivity [31]
Improve quality of service provided [32]
Improve clinical decisions [33–35]

n
n
n
n
n

n
n
n
n
n
n
n

n
n
n

n
n

Avoid patient mortality [36–38]
Increase patient satisfaction [39]
Reduce frustration and stress associated with infor-

mation overload [40]
Refresh memory [41]
Substantiate prior knowledge [42]
Provide new knowledge [43]
Stay current [44]
Support research-related needs [45]

n n
n

n
n
n
n
n

n
n
n
n
n

* The balanced scorecard’s customer perspective may be seen as representing both institutional customers and LIS customers.

istrators. Several of these related to the learning and
innovation perspective, such as encouraging the adop-
tion of new technology and practices.

The criterion for a contribution’s inclusion in the tax-
onomy at this stage of its development was whether it
could be measured or had a measurable surrogate. If
not, it was eliminated. During the pilot interviews, the
issue arose of the ability to isolate LIS contributions
from other contributors in the organization. On the
basis of data collected in the pilot interviews, a num-
ber of contributions were eliminated or merged with
others to form broader contributions. Reducing length
of stay, avoiding hospital admissions, and avoiding
unnecessary tests were removed from the taxonomy.
Pretest interviewees noted that there are significant in-
tervening variables for each of these and no valid way
of measuring the LIS contribution. Each of these, how-
ever, could be understood as a specific example in-
cluded within the definition of an organizational goal.
For example, ‘‘reducing length of stay’’ could fall with-
in the organizational goal of providing excellent clin-
ical care.

Finally, the balanced scorecard perspectives were
modified before moving into the interview phase of
the project. It became evident that the generic catego-
ries of the balanced scorecard did not adequately cor-
respond to the missions of hospitals and academic
health sciences centers. Furthermore, as seen in Table
1, LIS contributions in these settings did not corre-
spond well with the balanced scorecard perspectives.

Mission concepts identified from the pilot inter-
views and from institutional document analyses re-
placed the balanced scorecard perspectives.

n ‘‘Clinical care’’ was added as a mission concept and
included elements of learning previously included in
the learning and innovation perspective.
n ‘‘Management of operations’’ replaced the internal
business perspective.
n ‘‘Constituent needs’’ replaced the customer perspec-
tive, as it better represented the idea of institutional
constituents, which was found to be confused with LIS
customers during the pretest interviews.
n ‘‘Research and innovation’’ replaced the learning
and innovation perspective.

The first perspective, clinical care, is a primary focus
of hospitals and academic health sciences centers. The
second and third perspectives, management of oper-
ations and constituent needs, are more generic and ap-
plicable in multiple industries. Similarly, the last per-
spective, research and innovation, is applicable in
many industries, though not all.

REFINEMENT OF THE TAXONOMY

As expected, the initial taxonomy underwent further
transformations, evolving as the data gathering pro-
gressed in the interview and focus group phases of the
study. As described above, twelve semi-structured in-
terviews were conducted with LIS directors and insti-
tutional administrators at three hospitals and three ac-
ademic health sciences centers. Following the inter-
views, a focus group of five administrators was con-
ducted. Focus group participants were from
university-affiliated, teaching (not university-affiliat-
ed), and nonteaching hospitals.

During the interviews, it became evident that ad-
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ministrators were interested in indicators of value for
the library but were not pressing for them. Further-
more, the emphasis of LIS in hospitals and academic
health centers has been on clinical needs, not admin-
istrative needs. However, one of the interviewees in-
dicated that administrators should be considered LIS
customers. Administrators and library directors con-
firmed the validity of the indicators included on the
taxonomy. Differences in emphasis became apparent
during the interviews. While both groups placed the
highest value on clinical care, setting seemed to influ-
ence the importance of education, research, and ser-
vice.

Following the administrators’ focus group, the tax-
onomy’s framework was modified again, largely to
simplify its organization. The most significant changes
were the integration of customer satisfaction into the
other components and the creation of the service mis-
sion concept. Education emerged as a separate mission
concept, because it appeared in all of the mission state-
ments in some form and was emphasized during in-
terviews as well as the focus group. While all the hos-
pital interview sites hosted residency programs, the
educational mission concept can logically be extended
to continuing professional education in nonteaching
hospitals.

STRUCTURE OF THE TAXONOMY

Following the changes based on the interview and fo-
cus group data, the taxonomy currently organizes the
contributions of LIS in hospitals and academic health
sciences centers in five broad concepts corresponding
to the parent organizations’ missions. These five con-
cepts that reflect the missions of hospitals and academ-
ic health sciences centers are:
n clinical care
n management of operations
n education
n research and innovation
n service

Within each mission-level concept are multiple or-
ganizational goals. Organizational goals were derived
from an analysis of the mission statements of the par-
ticipating organizations, from discussions with admin-
istrators, and from the literature. In some cases, or-
ganizational goals were identified inductively from
LIS contributions that had been identified and did not
fit within an existing organizational goal. This oc-
curred, for example with the organizational goal of
‘‘increase profitability,’’ which was identified on the
basis of the LIS contributions relating to saving time,
reducing organizational expenditures, increasing or-
ganizational productivity, and contributing to lower
costs of patient care.

The structure of the taxonomy of LIS contributions

is now based on the five mission-level concepts that
include a total of fifteen organizational goals:
n clinical care
– provide excellent clinical care
– promote clinical learning
n management of operations
– make sound management decisions
– increase profitability
– meet accreditation standards
– reduce corporate risk
– provide an organizational learning environment
– foster satisfaction among current staff
– foster institutional attractiveness
n education
– provide excellent educational programs
– provide resources and services necessary for teach-
ing and learning
n research and innovation
– foster research
– adopt innovative technologies and practices
n service
– improve lives of patients and families
– improve lives of community members

For each organizational goal, the taxonomy identi-
fies specific LIS contributions. Each contribution de-
scribes how an organizational goal may be advanced
by LIS. The following takes as an example the first
mission concept, ‘‘clinical care,’’ and its first organi-
zational goal, ‘‘provide excellent clinical care.’’
n clinical care (mission concept)
– provide excellent clinical care (organizational goal)
C support informed and timely clinical decision mak-
ing (LIS contribution)
C support the development of policies and procedures
relating to clinical care (LIS contribution)

As illustrated in this example, the taxonomy ties LIS
contributions directly to organizational goals, which in
turn are linked to organizational mission concepts.

It is important to note that individual LIS contri-
butions may appear in multiple organizational goals
and that specific measures may serve as evidence of
multiple LIS contributions. For example, the LIS con-
tribution ‘‘provide physical environment conducive to
studying and learning’’ supports the organizational
goals of providing a learning environment and foster-
ing satisfaction among staff in the organization.

As mentioned above, the taxonomy includes only
those LIS contributions that are measurable or have a
measurable surrogate. Multiple measures or measur-
able surrogates will be identified and grouped within
each LIS contribution. For example, two measures of
the LIS contribution of providing information in sup-
port of clinical decision making are:
n LIS usage by user group: clinical staff (where clin-
ical staff is one specific user group for which usage
statistics are gathered)
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n clinicians’ satisfaction with LIS (based on data col-
lected from surveys, focus groups, and interviews)

As seen in this example, the evidence of LIS contri-
butions may be collected by multiple methods and
may include both quantitative and qualitative data. Us-
age by user group may rely on a library’s operational
statistics, while the satisfaction of clinical staff may be
assessed quantitatively through responses to Likert-
scale questions or qualitatively through responses to
open-ended questions in surveys, interviews, or focus
groups. As will be discussed in the article on applying
the taxonomy, the selection of measures to employ will
depend on the organizational mission concepts and
goals given priority in the specific setting. This ap-
proach to communicating the value of LIS underscores
the importance of an ongoing collection of data as ev-
idence of LIS contributions to an organization’s suc-
cess.

PRELIMINARY TAXONOMY

The current version of the taxonomy (Appendix) re-
flects the definition of the value of LIS in terms of con-
tributions to institutional missions and goals. The per-
spectives included here no longer represent the initial
framework of the balanced scorecard but rather a
transformed framework based on the missions of hos-
pitals and academic health sciences centers. However,
the key concepts inherent in the balanced scorecard
remain core to the taxonomy. The financial perspective
has been incorporated into one of the mission con-
cepts, ‘‘management of operations,’’ specifically in the
organizational goal ‘‘increase profitability.’’ The other
organizational goals under management of operations
reflect the nonclinical internal business perspective.

Evidence of the customer perspective appears
throughout the taxonomy. One interesting complica-
tion is that the term ‘‘customer’’ has a dual meaning
in the context of LIS. There are LIS customers, gener-
ally clinical and administrative staff in hospitals. From
the organizational perspective, however, patients and
students are also customers. Because the taxonomy
aims to reflect the organizational perspective, it has to
reflect this broad range of customers for hospitals and
academic health sciences centers. The ‘‘service’’ mis-
sion concept clearly addresses the notion of satisfac-
tion of the various external constituencies: patients,
families, and members of the community. The satis-
faction of clinical staff is included in the ‘‘clinical care’’
mission concept. Finally, students are considered un-
der the ‘‘education’’ mission statement.

In the hospital and academic health sciences envi-
ronments, the learning and innovation perspective of
the balanced scorecard seems best divided into two
mission concepts: ‘‘education’’ and ‘‘research and in-
novation.’’ Education is a significant mission concept
not only for academic health sciences centers, but also

for other hospitals in the context of graduate medical
education and continuing medical education.

It is important to recall that not all mission concepts,
goals, and LIS contributions are relevant for all hos-
pitals and academic health sciences centers. The tax-
onomy is meant to suggest an array of options for
gathering data to support communicating LIS contri-
butions toward an organization’s mission and goals.
When applying the taxonomy, it is important to con-
sider which mission concepts, goals, and LIS contri-
butions are most relevant for a given setting. LIS di-
rectors should identify the most meaningful contri-
butions to measure and communicate. One of the in-
terviewed administrators suggested, for example, that
three to five sound contributions would be sufficient
evidence of the value of LIS for the organization. Fur-
thermore, the taxonomy is expandable. Additional mis-
sion concepts may be added, as well as additional or-
ganizational goals for a given mission concept. In es-
sence, the taxonomy serves as a framework for devel-
oping a customized set of key factors that are
important to a specific organization.

CONCLUSIONS

In this article, the researchers have introduced a new
approach to understanding the value of LIS in terms
of its contributions to an organization’s mission and
goals. This approach, in contrast to both the traditional
business models and the approaches that focus on in-
dividual users evident in much of LIS research, ad-
vocates the collection of both quantitative and quali-
tative data as indicators of LIS contributions to orga-
nizational success. Using the balanced scorecard as an
initial framework, this approach reflects the necessity
for institutional administrators to monitor a variety of
critical success factors relevant to an organization’s
mission and goals. Five mission concepts have been
identified for institutional administrators in hospitals
and academic health sciences centers: clinical care,
management of operations, education, research and in-
novation, and service.

Based on findings from a review of the literature, a
series of interviews with LIS directors and institutional
administrators, examination of institutional documen-
tation, and a focus group of hospital administrators,
the researchers have developed a taxonomy of LIS con-
tributions that are generally relevant to the missions
and goals of hospitals and academic health sciences
centers. While not all the mission concepts and orga-
nizational goals identified in the taxonomy will be rel-
evant to every hospital and academic health sciences
center, they do offer an array of options for commu-
nicating the contributions of LIS in these settings. In
addition, the process of developing a taxonomy of LIS
value indicators based on organizational missions and
goals could be applied in other fields.
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The next steps in this study include developing and
administering the Web-based questionnaires that will
collect data from LIS directors and institutional ad-
ministrators about the validity of the LIS contributions.
Results of this final phase in the study may result in
further changes to the taxonomy and will inform the
choice of which contributions to pursue when apply-
ing the taxonomy in specific settings.
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APPENDIX

Preliminary taxonomy: the value of library and information services (LIS) in hospitals and academic health
sciences centers


